There is a sparse literature on mentally disordered sex offenders, and little published on treatment participation and outcomes for this group. This paper aims to describe the characteristics of a cohort of high risk mentally disordered -largely personality disordered -sex offenders at risk in the community in southeast London.
INTRODUCTION
There is now a fairly robust evidence base describing the characteristics of sex offenders, the risk they pose of further sexual re-offending, and their treatment needs.
Numerous publications have established the relative accuracy of risk assessment instruments (Craig, Browne, & Stringer, 2004; Hanson & Morton-Bourgon (2007) ). Dynamic risk variables are of particular salience to the identification of relevant treatment needs, and a number of structured and validated tools exist which have moderate predictive validity (Hanson & Morton, F o r P e e r R e v i e w Bourgon, 2007) . There is considerable overlap between dynamic risk assessment instruments, with an emphasis on domains of sexual preoccupation and deviancy, offence-supportive attitudes, intimacy deficits and poor general self management (Mann, Hanson & Thornton, 2010) . It has been suggested by Beech and Ward (2004) that dynamic risk domains may well map on to core personality traits/characteristics such as emotional self regulation or impulsivity. Furthermore, meta-analytic reviews have been influential in providing international baseline data for reconviction rates and possible treatment effects on reconviction (see Hanson & Morton-Bourgon, 2004; Hanson, Gordon, Harris, et al., 2002; and Losel & Schmucker, 2005) . There is generally cautious optimism -albeit not universally heldthat cognitive behavioural interventions can be effective in reducing sexual re-offending risk in this population. However, treatment completion is a crucial goal, as attrition (dropping out for whatever reason) is associated with a significant increase in risk level (eg, Marques, Wiederanders, Day, et al., 2005) .
The evidence base for mentally disordered sex offenders is much less clear. Prevalence studies would suggest that up to 10% of all sex offenders are found to have a mental illness (Sahota & Chesterman, 1998) and around 30% are found to have a diagnosis of personality disorder (Craissati, Webb & Keen, 2008) . Mentally ill sex offenders are over-represented in secure hospital populations and more than 50% of secure patients are likely to have a sexual element to their offending behavior (Lewis, 1991) . This is not the case for personality disordered sex offenders, the vast majority of whom are managed by the prison system.
There are few studies specifically examining personality disorder in sex offenders, and no clear association has been found between types of personality disorder and types of sex offender. Studies have found evidence for dependent traits in child molesters (Chantry & Craig, F o r P e e r R e v i e w molesters more likely to present with schizoid and dependent traits as compared to rapists who presented with more antisocial traits. The study did demonstrate the role of key developmental variables -childhood abuse and behavioural difficulties -in providing a proxy for personality disorder in adulthood.
Psychopathy -as measured by the Psychopathy Checklist (revised) -is a severe subgroup of antisocial personality disorder. Historically it has been associated with therapeutic pessimism, although more recent work has suggested the results of intensive structured treatment approaches are much more optimistic (Salekin, 2002) . In terms of sex offenders, psychopathy has been shown to be more common in rapists and mixed offenders than child molesters (Olver & Wong, 2006) , and a combination of high PCL-R score and phallometric evidence of deviant sexual arousal is considered to be a particularly high risk combination (Rice & Harris, 1997) . Psychopathy in a community sex offender population in the UK was found to be fairly uncommon, with a representative sample averaging a score of 11 on the Psychopathy Checklist -revised, and only 2% scoring over the cut-off (Craissati, Webb & Keen (2008) .
Personality disordered individuals have received more public attention in the UK since the publication of 'Personality Disorder: No longer a diagnosis of exclusion ' (NIMHE, 2002) . This was followed by government funding for the development of personality disordered offender treatment services -so called 'Dangerous and Severe Personality Disorder (www.personalitydisorder.org.uk/) . These services were developed predominantly in prisons and secure hospitals, although there were some community projects. In parallel with these developments, there has been a growing evidence base for the core components of effective personality disorder treatment (eg, Bateman & Tyrer, 2002; Linehan, Dimeff, Reynolds, et. al., 2002 ).
Craissati and colleagues (eg. Craissati, Bierer & South, 2010; Craissati, South & Bierer, 2009 ) have evaluated the longer term outcomes of all convicted sex offenders in south east London, examining reconviction rates, treatment completion, attrition, and 'sexually risky behaviours'. Their sample comprised all convicted sex offenders in the area; 273 were at risk in the community, of whom 128 had been in community treatment with the Challenge project.
They explored the relevance of key developmental variables -sexual, physical and emotional F o r P e e r R e v i e w abuse, as well as behavioural disturbance -to outcomes. This was linked to the finding that a negative relationship with mother was the single developmental variable found by Hanson and Bussiere (1998) to be significantly associated with recidivism in their first meta-analytic review, although this was not upheld in a later review. Poor attachment experiences and sexual victimization have been found to be particularly prevalent in child molester populations and physical victimization experiences in rapist populations (Craissati, McClurg, & Browne, 2002) .
The findings of Craissati and colleagues have repeatedly shown that a combination of static risk tools and markers of personality disorder (including key developmental variables of trauma and behavioural disturbance in childhood) provide a moderately accurate predictor of community failure. Furthermore, they found that there was greater evidence for a treatment effect in those sex offenders who were higher risk and more psychologically disturbed. However, no meaningful treatment change could be determined by the use of offence-related psychometric self report measures. With the wide spread development of criminal justice sex offender programmes, the Challenge Project therefore became more explicitly available and designed for high risk mentally disordered sex offenders.
Aims
The aim of this paper is to provide a descriptive account of a specialist community assessment and treatment service (the Challenge Project) for high risk mentally disordered sex offenders in southeast London. In particular, we intend to a) Establish whether the decision to place an offender in the community treatment programme was in line with our explicit inclusion policy regarding complexity (risk, and mental disorder). Specifically, we hypothesized that the most psychologically disturbed and risky participants would be placed in the main groupwork programme where possible, with individual supportive psychotherapy as the preferred back up option for this group. b) Examine the follow up data for those participants in the community treatment programme with regard to treatment completion and rates of reconviction. We hypothesised that significant psychological dysfunction -as defined by self reported personality disorder, high psychopathy scores, or significant childhood developmental trauma -would be linked to: F o r P e e r R e v i e w
• Outcome (a higher rate of failure at follow up associated with higher levels of psychological disturbance)
• current offence related traits as measured by a dynamic risk assessment tool
METHOD

Participants
Participants comprised all referrals to the Challenge Project (a community assessment and treatment project for sex offenders in south east London, run by the local forensic mental health service in partnership with probation) which were made between 2000-6. Inclusion criteria included being male, with a sexual index conviction, and resident in south east London.
During this period, a mainstream community treatment programme was available to convicted sex offenders on community sentences or post custodial licences, run by the probation service.
The local probation officers were therefore aware that the Challenge Project team provided specialist assessments, with the possibility of treatment, for a more complex group of higher risk mentally disordered offenders.
Procedure
Following referral to the service from probation officers in southeast London, full details of all subjects were obtained from the probation files. Information was subsequently gathered in a detailed semi-structured clinical interview with the sex offender which covered personal and social details, psychological functioning, and a full history of offending behaviour. Witness statements and probation reports were available in all cases, providing a degree of corroborative information on a number of issues relating to the offending. All the background and offending variables were clearly defined and regularly cross checked by the researchers, particularly if there were doubts about the rating.
A number of variables were considered-on the basis of self report-which are associated with emotional or conduct disorder in childhood. These include ratings (before the age of 16) for persistent truanting or school refusal, significant episodes of being bullied or bullying others, suspension from school for aggression, stealing, running away from home, deliberate self harm, prolonged difficulties with peer friendships and marked feelings of misery. Ratings of sexual, physical and emotional victimisation in childhood were based upon self-report in interview, and corroborative information was sometimes available from previous mental health and probation reports, or the prosecution evidence. Interviewed subjects were asked whether they had experienced unwanted sexual contact under the age of 16 and detail was gathered regarding their early sexual experiences. The issue was approached from a number of angles: For example, subjects were asked 'Tell me about your first sexual experience,' 'Did you ever get involved in sex play with other boys?' and 'Have you ever been touched by someone in a sexual way when you were a child that made you feel uncomfortable?' Any affirmative or ambiguous answers were followed up. Sexual victimisation was defined as sexual contact with another person that was either unwanted or perpetrated by an adult at least 5 years older than the subject. Consenting sexual contact with peers was coded separately. Details were gathered on the gender of the abuser, his/her relationship to the victim, the nature of the sexual contact, its duration and whether other members of the family had been sexually abused. Physical abuse in childhood was defined as physical contact, perpetrated by an adult on a number of occasions, which was unprovoked o excessive in relation to any misdemeanour committed by the subject.
Emotional and physical neglect in childhood was defined as persistent and marked failures on behalf of the caring adult(s) to provide adequate and consistent care. Perhaps more than the other categories of abuse, this last rating was subject to the opinion of the clinically qualified interviewer.
Measures
Static 99 (Hanson & Thornton, 2000) -used widely in Canada and the United Stateswas used as a measure of risk based on fixed historical factors. It contains 10 items concerned with four broad categories associated with increased likelihood of committing further sexual offences. Although slightly more complex than the UK based Risk Matrix 2000 (Thornton, Mann, Webster et al., 2003) , it can also easily be compiled from file information. It was chosen in preference to the Risk Matrix 2000 because it attends to violent as well as sexual offending histories, which might be more appropriate for mentally disordered sex offenders. year follow up periods were 6% and 7% low risk, 12% and 19% medium-low risk, 33% and 40% medium high risk, and 39% and 52% high risk, respectively. Subsequent studies using the Static whether there is an attempt to produce an overly positive or negative impression. The questionnaire has good internal consistency (more than .80 for 20 of the scales) and test-retest reliability (from .82 to .96). A clinically significant personality trait is present with a base rate score of 75-84 ( labelled PD traits), and pathology severe enough to be considered a personality disorder, present with a BR score of 85+ (labelled probable PD).
The Psychopathy Checklist: Screening Version (PCL:SV) is a 12-item scale derived from the PCL-R, which is a measure of personality often associated with violence risk. It is usually completed on the basis of an interview and detailed collateral or file information, although it can be compiled from file information alone. The PCL:SV has two major purposes: to screen for psychopathy in forensic settings and to assess and diagnose psychopathy outside of forensic settings (Hart, Cox & Hare, 1995) . The PCL:SV has good validity as a screening tool. Each item is scored on a three-point scale, from "the item does not apply" through to "the item definitely applies". The 12 items can produce a score ranging from 0 to 24. The scores are clustered into three categories: low 0-12 (no psychopathy), medium 13-17 (possible psychopathy and requires further evaluation), and high 18 + (strong indication of psychopathy).
Follow up
Follow up data were collected in two ways. Permission was obtained from the Home Office to use the official Offenders Index; however, additional information was available from the researchers' ongoing links with the local criminal justice agencies, so that a more comprehensive picture of reconviction was possible to collate.
Formal failures were recorded (as 'any formal failure'), and subdivided into the mutually exclusive categories of sexual, violent, or general reconvictions, or breach/recall to custody.
Breaches of the Sex Offender Register were recorded as general reconvictions. Non-compliance in treatment was another outcome variable, defined in line with the previous evaluation (Craissati & Beech, 2001 , Craissati, Brierer & South, 2010 : it was defined by failure to complete the programme by being prematurely discharged (for disruptive/destructive behaviour, more 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60 F o r P e e r R e v i e w than three unacceptable absences, or a deterioration in mental health), and/or reconviction during the period of treatment.
Treatment modalities
The treatment programmes had evolved since the completion of an evaluation on the previous cohort of sex offenders engaged in the project (see Craissati, Brierer & South, 2010 and Brierer, 2009 for an overview). With an explicit remit to engage high risk mentally disordered sex offenders, the criteria for entry into treatment were defined as participants who had at least two of the following: Scored high or very high risk on a static risk tool
Had previously refused to go on a prison or probation sex offender programme, or failed to complete a programme Had a history of mental health difficulties Demonstrated significant problems in managing relationships with others that results in antisocial -usually aggressive -behaviour Subjects were allocated to treatment on the basis of clinical presentation, and were not matched on the basis of research criteria. Total denial for the offence was the only inflexible exclusion criteria. The philosophy of the service was to offer treatment wherever indicated (that is, high risk and/or high levels of psychological dysfunction) and to work with poor engagement and resistance wherever possible. The treatment modalities were mutually exclusive and subjects were allocated to only one subgroup.
Community treatment was available as a manualised and structured group treatment programme, based on cognitive behavioural principles, run for two hours weekly on a slow open basis and lasted approximately 15 months, depending on the number of participants. It involved familiar themes such as an offence disclosure, victim empathy, self as victim, sexual assault cycle, relationships and introduction to relapse prevention; however there was an emphasis on personal histories, attachment difficulties and developmental trauma, and interpersonal processes within the group which drew on advances in psychological approaches 21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60 F o r P e e r R e v i e w in the treatment of personality disorder (Bateman & Fonagy, 2002; Livesley, 2003) . A more standard cognitive behavioural manualised individual treatment modality was also available to individuals who were considered to be lower risk and had insufficient time left on their statutory order to complete group work. Supportive individual psychotherapy was also available for those deemed inappropriate for more structured offence-focused treatment; this was usually due to their extremely disruptive or antagonistic behaviour, and/or short period on licence. Finally, there was a three day relapse prevention group available for those who had completed more extensive treatment elsewhere (for example, the prison/probation sex offender treatment programme), and had a reasonable sexual assault cycle prepared. In order to illustrate the primary client profile, a snap shot profile of the group programme members is provided. The data were coded and analysed, where appropriate, using the SPSS statistical package. The area under the Receiver Operating Characteristics (ROC) curve was used as a measure of predictive accuracy. This can range from 0 to 1.0, with 1.0 indicating perfect prediction and .5 indicating prediction no better than chance. The area under the ROC can be interpreted as the probability that a randomly selected recidivist would have a more deviant score than a randomly selected non-recidivist. The area under the ROC has the advantage over other commonly used measures of predictive accuracy that it is not constrained by base rates or selected ratios (Thornton et al., 2003) .
Two men had committed rapes as burglars when adolescents
Ethical research committee approval was obtained for this study.
RESULTS
Between 2000 and 2006 137 sex offenders were referred to the Challenge Project by the London Probation Area. Of these, 65 (47%) were seen for assessment only, and 72 (53%) were placed in one of the four treatment modalities within the Project. Table 1 outlines the background and offending details of the whole sample. Table 1 about here Around a quarter of the sample was seen at the time of sentencing, with the majority (53%) seen at the time of release -post custody -into the community. However, 11% were seen on an informal basis, and 16% of the treatment group subsequently attended voluntarily.
In terms of offender type, 72 (53%) were child molesters, 36 (26%) were rapists and 29 (22%) were non-contact offenders . There were a number of significant differences between those assessed, and those placed in treatment. The latter group were significantly more likely to have behavioural difficulties in childhood, experiences of childhood abuse, contact with psychiatric services as an adult, no history of co-habiting relationships and a pattern of adult homosexual encounters or relationships. Overall there was a high level of psychological difficulty in the sample, with 47% having experienced two or more developmental trauma. 21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60 F o r P e e r R e v i e w Table 2 provides details of the psychometric assessments -including both risk and personality measures -on the whole sample. The variable subject numbers reflects some missing file information (particularly when subjects were recalled or sentenced to custody very quickly and the file information was limited), but more often, because of the refusal of the subject to fill out the MCMI-III). Table 2 about here Although there were no differences between assessment only and treatment subjects in relation to the Static 99 categories, the treatment group scored significantly higher on the total Static99 score. There were no differences between groups on the Stable 2007 or a combined measure of Static/stable 2007. However, 76% of the highest Static 99 risk category were placed in treatment compared to 24% of the assessment group, and 17 (43%) of the two highest categories of the Static/stable 2007 were placed in treatment compared to 6 (23%) of the assessment only group. In terms of personality variables, 52% of the combined sample reported a 'probable' personality disorder and 25% reported a personality disorder in two or more clusters. The treatment group was more likely to report excessive symptoms (debasement) although not sufficient to invalidate their response profile. Significant differences were also found on some of the individual personality traits of the MCMI-III -the treatment group were significantly more likely to present with avoidant and schizotypal traitsand on two of the clinical syndromes (anxiety and dysthymia). Overall, the treatment group were more likely to have a 'probable' personality disorder within cluster C, and in two or more clusters.
In summary, the treatment subjects were significantly more likely to have experienced childhood adversity than the assessment only group, to have a history of mental health difficulties and to self-report higher levels of personality disturbance and mood disturbance.
Specifically 51% of the treatment group scored high/very high on a static risk assessment tool and 45% (albeit a smaller sample) scored in the highest category on Stable 2007; 56% selfreported personality disorder traits and 35% had a personality disorder in two or more clusters.
In exploring the extent to which the treatment sample matched the referral criteria, 58% were Table 3 breaks down background, personality and risk variables in relation to the treatment group, comparing treatment modalities. Almost 50% of the treatment group were placed in the manualised group treatment programme, with 15% placed in individual manualised cognitive behavioural treatment, 24% in individual supportive psychotherapy, and 15% in the brief relapse prevention group only. Some significant differences were found, although the sample sizes were relatively small. Scrutiny of the figures would suggest that in general, the manualised group therapy and supportive psychotherapy modalities tended to have the more disturbed subjects with higher levels of psychological disturbance. In order to examine any possible relationship between dynamic risk -using the Stable 2007 -and personality traits -using either developmental trauma or personality disorder as identified by the MCMI-III, we conducted a number of analyses. No significant associations were found. Furthermore, no significant association was found between the static risk measure and self-reported personality disorder (MCMI-III). However, 84 % of high risk subjects (as measured by the Static 99) had at least one developmental trauma compared to 61% of the lower risk subjects (X2=8.256, df=1, p<.0.01).
Follow up
We examined the treatment subjects in relation to compliance, that is, the ability to complete the treatment programme without dropping out, being expelled, or reconvicted during the programme. Overall, 54 (75%) were compliant and completed the programme with 18 (25%) being classified as non-compliant. No significant differences were found which could differentiate the compliant and non-compliant subjects.
The treatment subjects were at risk for an average of 40.5 months (sd 30.3, median 40, range 10-98 months). Thirty-one (44%) treatment subjects failed; eight (11%) were reconvicted for a sexual offence, 2 (3%) for a violent offence, 14 (20%) for a general offence and 14 (20%) were recalled/breached. Two subjects failed twice (with a recall, and later a general 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60 F o r P e e r R e v i e w conviction). The sexual reconviction rate dropped to 5 (9%) if non-compliant (treatment noncompleters) were excluded. Interestingly both the violent reconvictions were child molesters; in terms of sexual reconvictions, 6 (16%) of child molesters, 2 (12%) of rapists and 0 noncontact offenders were reconvicted. Table 4 details the characteristics of those subjects in treatment who failed or survived, with particular reference to sexual and violent reconvictions (collapsed into one category because of small numbers). There were no significant differences found in those who were sexually/violently reconvicted. With the more inclusive category, any formal failure, there were a number of significant findings: failures were more likely to have been sexually or emotionally abused as children, to have had two or more developmental trauma, and to have reported 'definite' personality disorder on the MCMI-III. Table 4 also compares treatment subjects with regard to failure, examining the ability of the risk measures to identify failures. Again the low base rate hampered the analysis, and only the Static 99 total score was able to show a significant association with sexual/violent reconviction. With the category, any formal failure, there were a number of significant findings.
Static 99 categorical scores, and the total scores were associated with an increased likelihood of failure, as was the Risk Matrix 2000. Although the Stable 2007 total score was not associated with failure, the categorical scores were, with 63% of the high risk group failing. Finally, the PCL-SV -although strictly speaking a measure of personality rather than risk -was associated with failure, with 73% of those scoring 13 or above failing (as compared to 36% of those scoring below 13; X2 4.400, df=1, p<0.05).
As an alternative approach to building a model, taking into account the potential for Type 1 error, a logistic regression analysis was run. Any failure was taken as the independent variable, with developmental, personality and risk variables entered into the model; only the variable 'two or more developmental trauma made a significant contribution to 'any failure', with an odds ratio of 4.110 (p<.05).
Finally, Table 5 provides the AUC and confidence intervals for any formal failure, sexual reconviction and sexual or violent reconviction, in relation to a range of risk and psychological 
DISCUSSION
There are a number of methodological limitations to this research, which means that the results should be interpreted with caution. The sample was clearly biased, referrals selected by the probation service, and allocation to treatment was based on clinical considerations rather than research criteria. Personality dysfunction -aside from the PCL-SVwas rated on the basis of self-report and therefore reliant on the honesty and insight of the participants. Although the length of follow up was adequate for most subjects, the reconviction base rate for sexual and violent offences was low and this hampered statistical analysis. Finally, there was no comparison or control group. Nevertheless, the primary aim of the research was achieved: to provide a description of a specialist community service for high risk mentally disordered sex offenders, using a range of risk and personality measures, and to make a contribution to a sparse academic literature on this subgroup of sex offenders. With a strong emphasis on clinical governance and treatment effectiveness within the National Health Service in England and Wales (Dept. of Health, www.dh.gov.uk/en/publichealth/patientsafety/clinicalgovernance/index.htm ), it is important to determine that treatment provision is appropriately delivered to the intended target group, and particularly so with sexual offenders who are subject to undue levels of public scrutiny and organisational anxiety.
As might be expected, rates of developmental adversity and personality dysfunction were high in the whole sample -around 50% -with 25% reporting severe personality F o r P e e r R e v i e w dysfunction as defined by scores of 85+ in two or more personality disorder clusters (Tyrer & Johnson, 1996) . This suggests that referrers -almost exclusively the probation service -were appropriate in selecting individuals for our consideration. As expected, total denial for the offence was clearly one of the criteria for excluding participants from treatment, but there was no evidence that assessors were selecting lower risk or more highly functioning individuals for treatment. On the contrary, subjects placed in treatment were more likely to show evidence of higher scores on the risk measures, and to report more psychological dysfunction on the MCMI-III. For example, subjects in treatment were more likely to report avoidant and schizotypal traits, more cluster C personality disorder, personality dysfunction in two or more clusters and more symptoms of anxiety and dysthymia. Wherever possible, such individuals were placed in the group treatment programme, the underlying principle being that participation in groupwork is a crucial component of treatment approaches for personality disordered individuals (Bateman & Fonagy, 2004) .
Not all the treatment subjects were scored as high risk or personality disordered on the basis of research measures (18%). There were a number of reasons for this: clinically, it was sometimes appropriate to place a higher functioning individual in the group in order to achieve stability. Sometimes decisions were made to include an individual in treatment on the basis of the seriousness of the index offence (for example, a sexual homicide) and public concern, rather than the actuarially measured risk level; at other times, an individual was included on the basis of having refused treatment previously or having previously performed poorly in treatment, and this was not captured by the research schedule. However the majority of these individuals were placed in treatment on the basis that the clinical assessor found them to have a personality disorder on the basis of clinical interview, but either they had refused to complete the MCMI or this clinical opinion did not reflect the self reported personality profile which was within the normal range.
In terms of follow up, we measured compliance -the ability to complete the programme without dropping out for any reason or re-offending during the treatment periodand formal failures. The compliance rate was 75%. This is an improvement on our previous compliance rate of 56% (Craissati et al., 2009) for an earlier cohort of sex offenders in 21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60 F o r P e e r R e v i e w community treatment, and compares favourably with other studies of treatment for personality disordered individuals (Chiesa, Drahorad, & Longo, 2000) . Furthermore 7 (64%) of those attending treatment voluntarily were compliant. This would suggest that we were successful in motivating and engaging a particularly difficult cohort of sex offenders. Somewhat surprisingly -and in contrast to previous studies (summarised in Craissati et al., 2009) -we were not able to distinguish compliant from non-compliant subjects, and it may be that this is an artefact of sampling bias towards more risky and disturbed offenders in this particular study.
With an average period of about three and a half years at risk in the community, the sexual reconviction rate for subjects in treatment was 11%, the violent reconviction rate was 3% and the overall formal failure rate was 44%. The sexual reconviction rate dropped to 9% for compliant (treatment completing) subjects. Although there is no comparison or control group, these rates are in line with -indeed marginally lower than -international sexual reconviction rates of around 13.7% after four years at risk (Hanson & Morton-Bourgon, 2004) ; this remains the case with meta-analytic reviews of treatment effects -an average of 11-12% sexual reconviction (Hanson et al., 2002; Hanson et al., 2009; Losel & Schmucker, 2005) for treatment subjects. On risk measures, 18% of medium-high and 15% of high risk treatment subjects were sexually reconvicted compared to Static 99 five year norms of 33% and 39% respectively. On the Static/stable 2007 (albeit a smaller N of 39), 17% of high risk and 40% of very high risk treatment subjects were sexually reconvicted compared to published figures of 22% and 23% respectively. Our violent reconviction rate of 3% was extremely low compared to any international reconviction rates. This may relate to differences in England and Wales, or it may reflect the sampling bias of this research project; that is, those subjects with a previous history of violence were significantly less likely to be placed in the treatment group, and these may have been the individuals most prone to reoffend violently. Nevertheless, despite promising results at follow up, we do acknowledge that without a control groupmatched for risk level and personality psychopathology -it is not possible to demonstrate the effect of our treatment programme on reconviction rates.
Although we were not able to establish, as we had hypothesised, that dynamic risk Future research directions might include exploring the relationship between dynamic risk assessment tools and personality disorder further. It would also be helpful to introduce a more objectively rated measure of personality disorder, such as the International Personality Disorder Examination (Loranger, 1997), although this is more cumbersome to administer in a community service with limited resources. Finally, we would expect the sexual reconviction rate of this cohort of offenders to increase over time at risk in the community, and a longer period of follow up is warranted, preferably with reference to a relevant comparison group.
In summary, this paper provides a comprehensive description of a specialist community treatment project which explicitly includes those sex offenders most likely to fail in the community, and provides evidence for achieving some success in demonstrating good engagement, high levels of compliance and treatment completion, and apparently modest sexual re-offending rates at follow up. 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48 
